Trichotillomania is a disorder of recurrent hair pulling, resulting in the dermatological expression of partial or total hair loss. Trichotillomania has been thought rare for many years, but recently it has been speculated that it is far more common than previously believed. The number of patients is increasing daily. In 1987, a new definition was proposed in the United States, and trichotillomania is now considered to be distinct from mere hair pulling behavior. Worldwide, a debate about the conditions and cures for trichotillomania continues, specifically debates based on the definition adopted in the United States. The author reviews the latest Japanese reports on trichotillomania, comparing key literature from abroad.
In Japan, in 1959 Takaishi et al 6) reported on six cases of children under the title "Psychiatric Study of TM", and in 1962 Kimura et al 7) reported on four adolescent cases under the title "Speculation on TM : Its' Developmental and Psychodynamic
Mechanisms".
Since 1990 new clinico-genetic and neurobiologic research has supported TM's close relationship to OCD 11, 12) . Consequently, clomipramine, a drug found to be effective in treating OCD, was found to be effective in the treatment of TM 13, 14) . Selective
Serotonin Reuptake Inhibitors (SSRIs), effective in treating OCD, have also been proven to be efficacious treatments for TM 15, 16) .
TM is recognized in the American Psychiatric
Association's Diagnostic Statistical Manual (DSM) classification system. With the publication of DSM -III-R in 1987, TM was classified under "impulsecontrol disorders not elsewhere classified" (Table   1 ) along with intermittent explosive disorder, kleptomania , pyromania , and pathological gambling. The fifth, and final, criterion for TM was added in DSM-IV(1994) and DSM-IV-TR
(2000). The International Classification of Mental and
Behavioural Disorders 10 th Edition (ICD-10 ; 1992) places TM in the analogous category of DMS-III-R, namely "habit and impulse disorders". These two diagnostic systems are characterized by the term "impulses" that cannot be easily controlled.
Although the ICD-10 description of TM is almost the same as that in the DSM-III-R criteria, it does not follow the addendum of "associated distress or impairment of functioning" in DSM-IV (Table   2 ).
Histology
Histology is sometimes necessary to correctly diagnose TM because the patient is in denial.
Microscopic examination of hairs from the affected 
Clinical Characteristics
In the majority of reported cases, hair pulling .
There have been many cases of TM associated with various medical or surgical diseases. Even bacterial or viral infections were suspected of causing hair pulling in response to an autoimmune reaction 32) . Medical complications of TM are rare but, with the exclusion of skin infections at the pulling site, can be rather serious.
Gastric hairballs (trichobezoar) are potentially life threatening and create uncomfortable symptoms such as abdominal pain, nausea, vomiting, and constipation, and in a few cases may cause gastric expansion, perforation, intestinal obstruction, or acute pancreatitis requiring surgical operation 27) .
In Japan, cases of hair pulling are similar to those found abroad, and no particular type specific to Japanese patients exists. TM cases associated with cerebral infarction 33) , anorexia nervosa 34) , and atopic dermatitis 35) 
Prognosis
A review of the prognosis of the patients with TM suggests that TM is episodic, very difficult to permanently cure, and in many adult-onset cases at least half tend to be chronic 2) . According to Swedo and Rapppoport 38) , there are both remitting and exacerbating stages in cases that are recurrent throughout the patient's lifetime. When TM occurs later in life, that is to say during adulthood or even at an older age, it is associated with more psychopathologic disorders and with a poorer prognosis, particularly in female cases 1) . Chronic hair pulling has often been associated with major depression, dysthymia, severe anxiety, personality disorders, and schizophrenia 39, 40) .
Infancy-onset TM has been considered benign because it has been described as a bad habit like nail biting or thumb sucking. Hair pulling that occurs in infancy appears to be different from adult onset TM. Boys predominate in infancy, and TM seems to be more likely to remit spontaneously or with minimal treatment 32) . TM that onsets between the ages of 5 and 12 may be yet another type of TM, different from TM that onsets after adolescence because the former has a high rate of recovery in the short term. This type of TM has been described as a symptom of an impaired mother-child (mainly daughter) relationship 26, 38) .
Some researchers have emphasized how family tension about poor marital relationships characterized by ambivalence, hostility, and dependence provokes a patient's hair pulling 27) .
In Japan, from 1995 to 2005 there were no TM reports focused on prognosis, but in the past, there were at least three reports 41, 42, 43) , including .
In Japan, Takaishi et al 6) asserted that TM may be an expression of a child's masochistic aggression against his/her nurturer's interference and domination. Kimura et al 7) found TM to be an expression of the "aggression-denial-selfpunishment cycle," analogous to nail biting and thumb sucking, that was generated by psychological or biological factors. They discussed two neurotic and two epileptic cases. TM has also been discussed in terms of a daughter's distorted aggression toward her mother, somewhat akin to protest suicide 46) . 
Pharmacotherapy
Many drugs at first appeared to be promising for treating TM, but in fact, only one has been found to be effective in strictly controlled trials.
This drug is clomipramine, one of the antidepressants 13, 50) . In the latter half of the 20 th century, SSRIs have been extremely effective in treating all types of depressive states and OCD, so they were also tested for treating TM. Paroxetine 15) and fluvoxamine 16, 51) have been proven to be effective, but some researchers insist that their effectiveness in the long term is doubtful 52) . During the drug trials, the duration of the effect was frequently unclear, and the follow-up period was limited to a few weeks or months, at the longest one year.
Even observation for five years may be too brief to correctly evaluate the effects on this chronic condition. In many cases, improvement is transitory. Therapy resistance may be caused by the inadequate treatment of the Axis II personality disorder. In such cases, the addition of a low dose of pimozide, risperidone, or haloperidol is sometimes effective in treating TM even if clomipramine monotherapy is ineffective 53) . The TM patients whose hair pulling is strongly motivated by pleasurable sensations may benefit from administration of the opiate antagonist , naltrexone 54) .
In Japan, some reports have reconfirmed the positive effects of clomipramine 55, 56) , fluvoxamine 56, 57) , and paroxetine 58) on TM. As the effectiveness of SSRIs is suspected to be transitory, caution must be exercised when considering pharmacotherapy. Although fluoxetine was reported to be almost ineffective in crossover trials 59, 60) based on these reports in the United States, some researchers continue to wrongly suggest fluoxetine is effective in the treatment of TM.
Behavioral Therapy
The first reports of behavioral intervention in patients with TM consisted of the self-monitoring technique paired with the abolition of automatic response interruptions 61, 62) . To increase the validity , and was later tested with TM patients 64) . 
Psychotherapy
Hair represents beauty and attraction and symbolically demonstrates activity and affection. The same can be said of psycho-therapy. Because a psychoanalytical approach to TM has a generally limited effect 10, 25) , comprehensive psychotherapy is always necessary in order to maintain a good patient-therapist relationship. Any type of psychotherapy appears to be appropriate for this purpose
; there seems to be no specific TM-oriented psychotherapy in the United States. However, TM patients with compulsivity akin to OCD are more apt to benefit from verbal psychotherapy than those with impulsivity akin to personality disorders 19) .
In Japan, there were six psychotherapy reports from 1995 to 2005 ; three of them were non-verbal play therapy reports, one regarding sand play 72) and two about picture drawing 73, 74) . These reports discussed clients below 11 years of age. The remaining three studies were verbal psychotherapy reports 75, 76, 77) discussing clients from 15 to 27 years of age. The former three provide examples of success, but this success must be tempered by the fact that in these cases of TM with onset in childhood, full recovery even without therapy is possible.
The Difference Between TM and OCD
OCD patients experience overwhelming anxiety accompanied by a compulsive urge that is relieved by performing the specific ritual. Most TM patients, like OCD patients, generally recognize hair pulling as inappropriate, so the act is performed in response to undesirable anxiety with resultant tension relief. However, careful observation has revealed important differences 78) . OCD patients may have external locus of control and utilize "alloplastic" coping mechanisms. On the other hand, most TM patients report hair pulling as being pleasurable, so it may be concluded that they have internal locus of control and rely on "autoplastic" defenses 79) . .
Baer 80) noted that there are at least two important differences between TM and OCD. OCD .
In Japan there have been no biological studies concerning the differences between TM and OCD. 
Discussion

